Use of the cellulose sponge for anterior vitrectomy is not only unacceptable because of acute vitreoretinal traction; swelling of the sponge as it imbibes liquid vitreous uniformly results in repetitive iris trauma and traumatic iritis -a significant factor in cystoid macular edema (CME). Although iris retraction is necessary in small pupil cases, caution is necessary because iris trauma is a significant cause of CME. Vitreous removal per se does not cause CME, total pars plana vitrectomy virtually never causes it, but tissue destruction from cryopexy or excessive laser can cause CME after vitreoretinal procedures.
Anterior Vitrectomy
Use of the cellulose sponge for anterior vitrectomy is not only unacceptable because of acute vitreoretinal traction; swelling of the sponge as it imbibes liquid vitreous uniformly results in repetitive iris trauma and traumatic iritis -a significant factor in cystoid macular edema (CME). Although iris retraction is necessary in small pupil cases, caution is necessary because iris trauma is a significant cause of CME. Vitreous removal per se does not cause CME, total pars plana vitrectomy virtually never causes it, but tissue destruction from cryopexy or excessive laser can cause CME after vitreoretinal procedures. 
Post-Operative Retinal Examination
Dilated indirect ophthalmoscopy should be performed at all post-operative visits after cataract surgery associated with vitreous loss. Early detection of retina breaks and treatment with laser retinopexy is 98 % effective in preventing retinal detachment. Detection of localized, asymptomatic retinal detachments will lead to repair before macula-off retinal detachment occurs, and better visual outcomes.
Dislocated Intraocular Lenses
Just as all vitreous should be removed before removing lens material, a complete pars plana vitrectomy should be performed before removing or repositioning an IOL dislocated posteriorly. Then the IOL can be grasped by the optic, not the haptics, repositioned in the sulcus if there is sufficient capsular support, or removed and replaced with an anterior chamber lens or possibly a sutured IOL. Suturing IOLs to the iris increases iritis and CME and is rarely, if ever, indicated. Suturing IOLs to the pars plana is challenging and can be complicated by decentration, choroidal bleeding, or late weakening or breakage of the suture and dislocation.
Cystoid Macular Edema
CME is often caused by iris manipulation from cellulose sponges as well as other instruments. The author believes that sub-clinical toxic anterior segment syndrome (TASS) is responsible for some cases of CME.
Inflammation from endotoxins used in ultrasonic instrument cleaners, bioburden from cannula reuse, marginal-quality viscoelastics or infusion fluids and a multitude of pharmaceutical agents injected into the eye or infusion fluid additives may be factors in CME as well.
Optical coherence tomography (OCT), preferably spectral-domain, not time-domain, is the best diagnostic method for CME; fluorescein angiography is unnecessary. Thickness measurements, while useful for clinical trials, can cause diagnostic errors; patients with wet age-related macular degeneration (AMD), epimacular membrane, vitreomacular traction syndrome, and macular schisis are often misdiagnosed as having CME and treated incorrectly. It is better for the surgeon to view all gray-scale slices (optical B-scans), rather than using color coding which masks these other diagnoses. 3-D reconstruction is not helpful, nor should a technician or photographer select a single image for incorporation in an electronic medical record (EMR) system for subsequent physician viewing.
Prodrug non-steroidal anti-inflammatory drugs (NSAIDs) that diffuse to the macula, as well as treating the ever-present and causative anterior segment inflammation, are very effective in CME. The author prefers nepafanac (Nevanac ® , Alcon Laboratories), while others use bromfenac (Bromday™, Ista Pharmaceuticals). Donnenfeld, Solomon and Holland have emphasized the use of NSAIDs pre-operatively for one to three days and continuing NSAIDs, especially in high-risk CME patients, for six weeks or more after surgery. Difuprednate ophthalmic emulsion (Durezol™, Alcon Laboratories), a high-potency super steroid, is very effective when pulse dosed for two weeks; longer-term usage increases the frequency of steroid glaucoma. 
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